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Foreword 
by the Secretary of State for Social Services 


This booklet describes a new approach towards helping a small minority of 
children so damaged by their early experiences as to be beyond effective care in 
any existing type of establishment. 


The philosophy and approach of the new Youth Treatment Centres, of which 
the first is about to open, derive from studies conducted by two Working 
Parties with members representing a wide range of interests both outside and 
within Government circles. The Working Parties carried out their task under 
Home Office chairmanship and with the assistance of the Ministry of Health, 
as it then was. Following the recent transfer of child care responsibilities from 
the Home Office to my Department, it falls to me to express appreciation 
of the assistance given by the members of the Working Parties, and to preside 
over the inception of this new venture. 


It is reasonable to hope that the new approach to care, treatment and control 
which the first Centre is about to pioneer will help this small group of highly 
disturbed children towards a normal and constructive life in the community, and 
will teach us more about problems which concern a much wider range of 
children. We may be embarking upon something important. If it succeeds the 
potential value is incalculable. I hope therefore that this booklet will be widely 
read, and that it will help towards an understanding of the exceedingly difficult 
task which the staff of the Centres will be undertaking. They will need our 
support, as the children in the Centres will need theirs. 
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Introduction 


1. The Youth Treatment Centres described here will provide long-term care 
and treatment for a small minority of severely disturbed and anti-social adoles- 
cent boys and girls whose specialised treatment needs cannot satisfactorily be 
met in any of the existing forms of residential provision: boys and girls whose 
problems are so complex and whose behaviour is so disrupting and disturbed 
that neither children’s homes, nor approved schools (soon to become community 
homes), nor hospitals, nor special schools have the total facilities (including the 
need for physical security) needed to provide them with the long-term care, 
control and treatment that their condition requires. What is needed for this small 
group of adolescents is a new form of residential provision which can combine 
many of the facilities, strengths and treatment potential of the range of estab- 
lishments already mentioned. Youth Treatment Centres are being set up to 
meet this need. 


2. The problems presented by these boys and girls were considered during 
1967-69 by two Working Parties, the members of which were drawn from the 
Home Office and the Ministry of Health (latterly, the Department of Health and 
Social Security), from local authority children’s departments and from the 
professions. The membership of the two Working Parties is shown in Annexes I 
and II. The first Working Party, after concluding that no existing form of care 
could meet the needs of these children, recommended the provision of a new 
kind of establishment which would combine many of the treatment possibilities 
of a hospital, a children’s home and an approved school. The main purpose of 
the second Working Party was to make more detailed proposals regarding 
treatment, staff and buildings. The broad concepts, conclusions and recom- 
mendations of these two Working Parties have been accepted as the basis for 
the Youth Treatment Centres that are to be set up under the powers provided by 
section 64 of the Children and Young Persons Act 1969. On Ist January 1971 
Ministerial responsibility for the new Centres was transferred from the Home 
Secretary to the Secretary of State for Social Services, in consequence of the 
transfer of general responsibility for the child care services announced in the 
White Paper ‘The Reorganisation of Central Government’ (Cmnd. 4506). 


3. Each Centre (and the present intention is to establish three, one in the 
South, one in the Midlands and one in the North) will be under the direction 
of a consultant psychiatrist who, in conjunction with a multi-disciplinary staff, 
will ensure that care, control, management and therapy are so integrated as to 
provide a comprehensive treatment programme within gradations of physical 
security. 


4. Each of the three Centres will be “‘mixed’’, and the three planned will 
provide accommodation for about 100 boys and 100 girls. Admission to the 
Centres will normally be restricted to children who are in the care of a local 
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authority as a result of an order of a Court. The Centres may also receive a few 
children convicted of grave crimes and ordered to be detained under section 53 
of the Children and Young Persons Act 1933. The normal minimum age for 
admission will be 12; and 19 will be the maximum age up to which a boy or girl 
may remain at a Centre. The Centres are intended for those who need long-term 
treatment and so it will be rare for a boy or girl over 16 to be admitted. Children 
will be admitted only after a full diagnosis and assessment and normally only 
after at least one placement in another residential establishment. 


5. The first of the three Centres is expected to open at Brentwood in Essex 
in the early part of the summer of 1971. For this Centre a site and buildings are 
being used that were originally planned as an approved school. The buildings 
have been adapted to provide the gradations of security and the physical facilities 
described in Chapter IV. 


6. The work of the Centres, involving as it will the evolution of new ideas and 
the development of new skills in the treatment of difficult and damaged children, 
is likely to attract the interest of professional workers, nationally and inter- 
nationally, in the field of child care and allied disciplines. The Centres will 
welcome this interest and will be glad to arrange for visits within limits set by 
the interests of the children. 


7. The intention is that the Centres will not only provide treatment but will 
also be teaching and research institutions. As such, they will seek to contribute 
towards the development of improved methods for the treatment of disturbed 
children in other establishments. 


8. The Youth Treatment Centres face a formidable and challenging task in 
attempting the treatment of some of the most difficult young people in society 
today. The aim is to bring to bear a whole variety of skills in one setting in order 
to provide a pattern of total care. All concerned recognise that this treatment 
programme, while constituting the most hopeful approach yet devised, is likely 
to require modifications in the light of experience. From the outset there will 
be an emphasis on the importance of research, and a constant concern to develop 
the treatment given by the Centres, and to test new methods and approaches, 
so as to enable as many as possible of these severely disturbed and anti-social 
young people to adjust sufficiently to live a reasonably full and normal a life 
in the community. 


Chapter I 
The Children 


9. Youth Treatment Centres are being provided in an attempt to meet the 
needs of a small group of severely disturbed children and it seems right, there- 
fore, to begin with an account of the children. The first Working Party, which 
reported in 1968, adopted as a starting point a system of classification based on 
studies of a sample of boys and girls passing through two classifying approved 
schools and of others admitted to psychiatric hospitals from approved schools. 
This system grouped the children in terms of major presenting behaviour 
patterns, underlying causes, nature and level of psychiatric disturbance, nature 
and extent of delinquency and therefore the consequent management and treat- 
ment needs. The eight groups distinguished and the percentages of them found 
in the samples are set out in Annex III. Most of the boys and girls for whom 
new establishments and care were proposed were considered as belonging to 
Groups I, II and III. The later Working Party discussed the classification in 
these terms: 


“In general, the young people in these groups presented grave difficulties 
in approved schools because of their disruption of the school and their 
interference with the progress of others. At the same time it was of concern 
that their own failure to benefit from or respond to their treatment in the 
schools meant that their own disturbance and delinquency went unmanaged 
and untreated. In broad terms, these young people present themselves as 
severely socially disordered with a failure in their relationships mith them- 
selves, their families, their peers and with andlts and society. The causes of 
this disorder are many and varied so that the resulting complex picture of 
socio-medical factors requires a multi-disciplinary approach. 


Failure, disruption and rejection have been from an early age, recurring 
experiences in the lives of these young people. In effect, they have selected 
themselves for failure as a result of the behaviour stemming from their 
disturbances. Most have suffered rejection by their families from an early age 
and later under the care of a number of agencies and their staff have experi- 
enced acceptance followed by rejection on account of being unmanageable or 
untreatable. Thus, movement from one setting to another, followed always by 
rejection and another move, has become to them the expected pattern of life. 
This expectation of constant change, failure and rejection results in an attitude 
of mind that has important implications for treatment. 


Another common characteristic is that these young people because of their 
experiences have failed to develop any conscious desire to change or any 
desire or ability to be co-operative. Most are so damaged and disturbed that 
they neither see the need for help nor are able to co-operate. 


Nearly all present severe educational difficulties stemming from unrecog- 
nised defects, interruptions to their education resulting from their disturbance, 
hostility or unresponsiveness to any learning situation. Their attention span, 
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powers of concentration and frustration tolerance are all considerably 
lowered. The actual range of intelligence levels follows a normal distribution. 
For most of them the school setting is one in which they have experienced 
repeated and obvious failure. 


They show grossly impaired capacity for making relationships and a 
paucity of satisfying life experiences.” 


10. In sum, these severely damaged boys and girls have the following 
characteristics: 


(a) They exhibit a markedly diminished sense of responsibility to an extent 
that staff find frustrating and alarming since the normal capacity to 
respond co-operatively to help seems to be so seriously impaired. 


(6) They lack restraint, inhibitions and development of the more mature 
reactions that are found in some measure in the majority of epee ee 
school boys and girls. 


(c) They lack concern, guilt or anxiety about the consequences of their 
behaviour. 


(d) They are capable of explosive violence which may appear undirected and 
unmotivated. and they may show an altered state of consciousness with 
violence. 


(e) They may exhibit marked symptoms of instability which are often dis- 
tressing and bizarre and undermine staff confidence in handling and 
management. 


(f) Their conduct, at times, may be a potential danger to themselves, other 
children, the staff and the outside community. 


(g) They may present, during adolescence, acute behavioural crises which in 
many cases follow on long standing behaviour difficulties displayed less 
acutely throughout childhood. 


(h) They show a grossly impaired capacity for making relationships and a 
paucity of satisfying life experiences. 


Chapter II 
General concepts 


11. The treatment that Youth Treatment Centres will seek to provide will 
be founded upon general concepts formulated by the second Working Party 
mentioned in Chapter I. The following paragraphs reproduce the views set 
out in the Working Party’s Report. 


General philosophy 


12. The Working Party started from the concept that the child normally 
develops a conscience, the ability to care about other people and the maturity 
to find a personally satisfying and socially acceptable way of life through warm 
close early relationships and a variety of experiences. These are firstly with the 
mother, then with both parents, and still later with other family and community 
figures. At school teachers and peer groups further extend the possibility of 
satisfying relationships. During adolescence there is a crisis in identity and 
control. The young person needs to come to terms with heightened inner forces 
and external pressures magnified in the present rapidly changing social scene. 


13. But for a small minority of children complex and inter-ctinag constitu- 
tional, familial, social, educational and medical factors have combined to cause 
severe damage to the child’s development. Consequently, such children have 
been unable to develop controls and may be dangerous to themselves and 
sometimes to others. So far, known methods of care and treatment have proved 
ineffective in helping these children and, in particular, security has not been 
traditionally associated with, or acceptable in the care of young people. 


Security 

14. These very damaged and damaging children, however, have well 
developed patterns of absconding from open treatment settings and if they are 
to be helped to mature and develop inner controls and restraints, it seems that 
physical containment is a first and integral part of treatment in which to offer 
new experiences and therapeutic possibilities within a safe, secure environment 
and close involvement with adults. The denial of freedom for any length of time 
must be injurious to normal development and is necessary for only a small 
minority of children. Where it becomes necessary, it can be viewed in a positive 
light, as a means of allowing an inner freedom, and not as merely custodial. 
It offers the opportunity for the child to feel safe and to be safe while diagnosis, 
appraisal and treatment occur. Long-term treatment in gradations of security 
within the Centres is conceived as a means of providing for the most disturbed 
and anti-social children to come to terms with their difficulties, with themselves, 
and with outside authority. It may also give the opportunity for the child to live 
through a constructive social experience, enabling the development of trust in 
himself and in personal relationships but protecting him from undue stress 
during this progressive and regressive process. 
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15. In order to minimise the inherent disadvantages of security imposed on 
growing adolescents, treatment should be orientated towards a firm expectation 
of eventual return to freedom and responsibility. There will be some children so 
damaged that this aim will not be attainable by the age of 19 years; but without 
this basic philosophy, life would be intolerable to staff and children alike, and 
treatment would be ineffective. There are no specific therapeutic measures 
known to be successful with the most disturbed and anti-social children. A 
broadly-based, multi-disciplinary approach is therefore to be followed, combin- 
ing individual and group support and relying upon an ethos which accepts 
difficult behaviour without condoning it or further rejecting the individual once 
he has been accepted. Movement within gradations of security, with the possibil- 
ity of progress towards freedom and responsibility will be a positive element in 
the treatment. 


General treatment needs 


16. The need in general is for each child to be able to experience a total 
living situation, for a period extending possibly over several years, in a specially 
created secure environment and in relationship with a staff who are able to 
develop a pattern of living that is therapeutic for each person; and where all 
appropriate facilities (social, educational, occupational, recreational and 
medical) can be provided. Education, day-to-day living and “treatment” in a 
narrower sense should not be regarded as separate and unrelated aspects of 
each child’s experience, but, instead, each should be regarded as making its 
own contribution to the totality of the child’s treatment. It will be necessary 
to draw on some aspects of hospital practice and on the skills allied with the 
concepts of child care. The children will initially have a very poor capacity for 
relationships, limited concentration, diminished responsibility, poor frustration 
tolerance and will only be capable of very limited and slow response to care. 
The aim will be to offer experience which helps them to recognise the boundaries 
and demands of reality and to accept them gradually. The hope will be that such 
a theory of treatment will minimise the restrictive influence of institutional 
living. Although the Centres will provide, as a matter of deliberate choice, for 
the treatment of boys and girls in controlled association, it is recognised that 
for some boys and some girls segregation from the other sex may well be neces- 
sary for longer or shorter periods. 


17. Rejection has been a constantly recurrent aspect of the experience of 
these children. It is of cardinal importance to establish a tradition of acceptance 
of the children as individuals; and that acceptance implies long-term treatment 
without further rejection. For most of the children progress is unlikely to be 
smooth and uninterrupted; on the contrary, regression and a need to retreat for a 
time, perhaps to the fully secure accommodation, are probable and should be 
accepted, not with a despairing rejection, but with equanimity and confidence in 
further progress. Alternative plans may become appropriate for certain specific 
treatment needs, but any transfers should have a positive purpose. 


18. Many children will need opportunities to withdraw at times from the 
company of others and from whatever they are doing. This need should be 
accepted and provision be made accordingly. It will also be important to 
establish respect for personal and communal property. The child has a need 
for some personal possessions and acquisitions, and the use of single rooms 
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and the opportunity to spend pocket money in the proposed shop should help 
in this matter. (See paragraph 40 below.) 


Controls and progression 


19. The aim should be to establish an ethos in which violent and noisy 
conduct does not occur. There are residential establishments and hospitals 
where such an aim has been achieved; in these the knowledge that their difficul- 
ties will be accepted and worked through is in itself an important element in the 
management of the children. The environment should be one in which staff are 
seen and felt to be in control and caring, and the relationship between cause and 
effect can be experienced. The logical consequences of behaviour must follow 
as in normal society and must be seen to follow. These logical consequences 
include praise, rewards and recognition (prompt not tardy) for co-operative 
behaviour. Reparation should also be possible, following discussion sometimes 
with a staff member and sometimes with a group. In this area as in others it is 
important to consider the needs of the individual while bearing in mind that 
these must eventually relate to the interests of the group. The balance of these 
interests will be the concern of group work processes which will form an import- 
ant part of the total treatment programme. 


20. Initially each child should be able to spend some time in complete 
security, which will provide for extended diagnosis and allow acting-out behavi- 
our to occur in safety. At the outset of treatment full security will also provide 
the conditions in which children and staff can begin to relate without undue 
anxiety. Growth to freedom should be seen as a progressive process through 
gradations of security to open conditions, opportunity for the exercise of 
responsibility, and life in a small hostel or half-way house. Thus the zone of 
maximum security will be that of minimum responsibility, and open (i.e. hostel) 
conditions will be matched by a relatively high degree of personal responsibility. 
There will be need for flexibility in providing for a return to greater security and 
less responsibility, should regression and disturbed behaviour occur in the less 
secure facilities. The secure zone will need to be large enough to provide for a 
return from the mainstream as well as for new admissions. 


Personal development 


21. The way of life in the Centres should demonstrate care and concern for 
these severely damaged children, one of whose needs is help in coming to terms 
with and accepting themselves and others. As insights develop, the children are 
likely spontaneously to question the basis of such care and concern and to begin 
to search for their own identities, for a meaning to life and the significance of 
man in his relationships with the universe. In the course of this search, help and 
pastoral care from clergy may become important. Some children will wish and 
be able to participate in religious services, ceremonies and festivals appropriate 
to a creed they have accepted or have come to adopt. Some others may need 
more individual help and one of the quiet rooms may come to be associated with 
the giving and receiving of such help. It is hoped that local churches will offer 
support, where appropriate, to both children and staff. Individual arrangements 
may be needed for any who, from differing racial backgrounds or influences, 
wish to follow a particular religion or philosophy. 
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Chapter II 
Aspects of treatment 


22. The general concepts set out in Chapter II stress the need for care, 
control and treatment to form the basis of an integrated approach to the 
individual and the group. For each child there will be an individual treatment 
programme based on recognition of his abilities and disabilities, taking account 
of the certainty that at times he will be unable or unwilling to follow the plan 
prepared for him, but always recognising that treatment is a preparation for 
return to the community and should be framed so as to draw from the individual 
at each stage in his progress as much as he is able to give. The more specialised 
elements of these treatment needs are set out in more detail below. 


Psychiatric treatment 


23. Therapy will be central to the whole pattern of living. There will be a need 
for many approaches and skills including drug treatment, individual and group 
psychotherapy by the psychiatric team. Additionally there will be scope for a 
variety of group work by the group workers with psychiatric support. It is 
likely that many of the young people will be more open to individual and group 
psychotherapy after they have come to be aware of the impact their behaviour 
has upon others and have developed a capacity for giving as well as receiving 
in relationships and have shown evidence of a desire to look at their problems. 


Occupational therapy 

24. Almost every activity in which the children are encouraged to engage 
in the Centres will have a therapeutic value but for most of the children occupa- 
tional therapy in a narrower sense is likely to be the activity to which they are 
first introduced and the medium through which they may progress to more 
formal or vocational education and even employment. It will remain available 
at need, when appropriate at any stage of development. A flexible approach to 
each child will be essential, with a readiness to seek patiently for the media in 
which the individual child can demonstrate some skill or interest and find that 
satisfaction in achievement which is one of the ways in which children can be 
given confidence to make use of formal education. 


Education 

25. Most of the children are likely to have education difficulties and will need 
remedial and compensatory education, but the first task will be to engage the 
interest of children who have become unresponsive or hostile to the concept of 
formal education. For this reason, the emphasis will be on individual pro- 
grammes and on readiness to follow up any signs of awakening interest. The 
staff will need a sympathetic and flexible approach to each child. The classrooms 
or learning spaces (to be called studios) will provide for work in very small 
groups or on an individual basis. The children will be given the opportunity to 
make as much progress as is reasonably practicable in conventional subjects, 
and children capable of achievement in examinations will be encouraged, as far 


8 


as is practicable, to take part in them. But progress in systematic education is 
unlikely to come until the children have made some progress in coming to terms 
with themselves. 


Vocational training 


26. The age range (12-19) extends beyond the upper limit of compulsory 
school age, and a few of the older children may have had brief experience of 
employment. It will be impracticable to provide specific vocational training 
within the Centres. This is becoming increasingly the responsibility of industry 
and it would be uneconomic for the Centres to attempt to train for a wide range 
of skills. Most of the young people concerned will not be ready to apply them- 
selves to the learning of industrial skills until the final period of their stay; and 
for these it may be possible to make special arrangements for training outside 
the Centre. As the young people become more ready to live and work in the 
community they will be given opportunities to experience conditions of work 
similar to those they may expect to meet outside; these will include acceptance 
of the authority of someone in the role of foreman, being a member of a team 
and conforming to demands relating to standards of work and reporting for 
work on time. Preparation for such work will be available in the craft stores or 
in connexion with the maintenance of the establishment either within the 
buildings or in the grounds. Simulated work situations will be important for 
some, and the Centres will provide for these as the life of the Centre develops and 
contacts with the locality increase. 


Recreation and social activities 


27. The long age range has implications for the provision for recreation 
and social activities. Physical activities are important for healthy development 
and for diverting aggressive drives into socially acceptable outlets. Convention- 
ally organised games are likely to play only a small part. Play in recreation will 
be an integral part of treatment. Opportunities will be available for the young 
people to enjoy the satisfactions they may have missed for play appropriate to a 
younger age. These may include, in so far as this is practicable within the 
limitations of the actual siting of the Centres, such activities as tree climbing, 
hut building, barbecues or activities in a stream or an area of sand, garden or 
‘building, which gives scope for imaginative play. Some of the children may find 
satisfaction in sports offering opportunities for individual achievements, such as 
swimming, running and physical education. Opportunities will also be provided 
for mixing with the local community at social activities, entertaining, dancing 
and music according to current tastes. The young people will be encouraged to 
_ be responsible for planning and preparing the programme and for refreshments 
and entertainment. 


Family casework 


28. It is important that relationships with their families be encouraged, 
maintained and strengthened where possible, and that families receive support 
and help in maintaining links and working towards rehabilitation. This will 
often be difficult. Some of the families from which the children come will never 
have existed as effective units or will have been broken by divorce, separation 
or the long-term absence of a parent in prison or a psychiatric hospital. Other 
families may be functioning at so immature a level as to offer little positive 
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support to their children at the Centres. Some parents may be perplexed and 
baffled by their own apparent failure and by the disruptive relationships that 


they have experienced with their child, and this may have created barriers to 
continued contact. 


29. There will be some children whose complete rejection by their parents 
must be accepted and others for whom attempts to restore family relationships 
would clearly be contrary to the child’s own interests; for these children oppor- 
tunities must be made for new outside social contacts. For most of the children, 
however, return to their own homes when they are ready to leave the Centre will 
be preferable to any alternative placement, despite shortcomings in the family 
situation; and even for some of those for whom placement away from home is 
necessary, the restoration of some sense of relationship, kinship and under- 
standing will be important. 


30. Accordingly, for most of the children, it will be the constant aim of the 
Centres, in co-operation with the care authority, to do everything possible to 
foster and improve the relationship between a child and his parents through 
visits by parents and letters, and, eventually, visits by the children to their 
homes. In the earlier stages of treatment a child so disturbed as to need admission 
to a Centre is unlikely to be able to go home for visits but as a child makes 
progress, the Centre, in consultation with the care authority, will seek to arrange 


for the child to go home on visits as a part of the process of building up family 
relationships. 


Hostel experience: local employment or attendance at a local school or college: 
links with the community 


31. There is increasing recognition of the need to provide some form of 
bridge between long term residential treatment and life in the community, since 
an abrupt transition from one to the other presents an individual with formid- 
able problems of adaptation. The children in the Centres will need such a bridge 
more than most other people because they have been severely disturbed and 
many of them will have had no satisfactory and socially acceptable experience 
of life in the community to give them confidence on their return. Accordingly, 
it will be essential to seek as many ways as possible to enable them to become 
familiar with life outside. In addition to contacts with their homes, the children 
will be helped by being given experience of a less controlled life in a hostel on 
the campus but detached physically from the main buildings, and by going out 
to work or to school locally from the hostel. Some may progress to the indepen- 
dence of living locally in private lodgings or a hostel unconnected with the 
establsihment but near enough for contact and support to continue. It is 
recognised that planned and controlled expeditions and experience outside the 
Centre will be an essential part of treatment before the child’s eventual return to 
life in the community and will be related to developing a sense of personal 
responsibility. 


Treatment—Summary 


32. To sum up, the following are the main features of the provision that 
will be made at Youth Treatment Centres. 
i. The acceptance of the child or young persons for long term care, control 
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and treatment by a multi-disciplinary staff under the leadership of a 
consultant psychiatrist. 

Graduated degrees of control, starting from complete security and 
leading eventually to open conditions with opportunity for the exercise 
of increasing responsibility. 

A therapeutic and community approach in which ethos, staff structure 
and a planned environment will form a framework within which care and 
control will become inter-dependent aspects of treatment. 

Development of varying treatment patterns for individuals within the 
framework of group living in a therapeutic environment. 

Educational facilities—remedial, compensatory and developmental. 
Recreational and physical activities, indoor and outdoor. 


Social work with the children’s families and others and an emphasis on 
community relationships. 


The hope is that the theory of treatment described will minimise the restrictive 
influences of institutional living so that the Centres will be able to achieve for 
the children in their care growth towards responsibility and freedom. 


Chapter IV 
Environment 


General design considerations 


33. The buildings and grounds will be the “‘world”’ within which the children 
will spend the whole of their time until they are mature enough to begin making 
contact with life outside. The buildings and grounds will therefore be designed 
so far as is practicable to give a total living experience. It is accepted that each 
child as an individual will require personal attention, and thus a highly complex 
treatment programme will evolve, which will be developing continuously and 
will require to be adapted to suit individual or group needs, and be capable of 
incorporating the latest teaching and child care techniques. The buildings 
therefore have to be capable of considerable growth and change if the flexibility 
of the programmes is not to be prejudiced. The organisation of the plan should 
enable expansion to occur as and when the need arises, whilst the construction 
of the building should enable change to occur within it, either by partition 
flexibility where required, or by planning, so that for example, an administrative 
decision to open and shut a door can change the use or emphasis of a space. 


34. It has been emphasised that treatment will be through the child’s experi- 
ence of the whole therapeutic environment, and that there should not be a 
sharp division between different parts of the pattern of living. Ideally, therefore, 
these new Centres, rather than being separate groups of buildings, should form 
a loose knit but highly organised complex of spaces providing most of the 
activities of the establishment under a series of interconnecting roofs. The 
resulting continuity of space will enable many more options to be exercised than 
would be possible if individual pavilions were planned. In general the buildings 
and the environment as a whole will be planned with the following aims in 
mind: 

(a) the general appearance should be pleasant and domestic rather than 

institutional; 


(b) there should be ease of communication; 
(c) supervision should be easy and effective but unobtrusive; 
(d) there should bea sense of space, light and colour; 


(e) there should be multiple use of accomodation wherever this is reasonably 
practicable. 


These aims will need to be reconciled with the requirements of a high degree of 
security, which must be efficient without dominating the life of the Centres. 


Buildings—detailed provision 


35. While the general pattern outlined below will apply to all three Centres 
planned, the numbers quoted relate only to the second and third which will be ~ 
purpose-built Centres accommodating up to 60 children, with additional hostel 


12 


provision for up to 8 children. The first Centre to open (St. Charles, Brentwood) 
is adapted from an existing building and is smaller (see Annex IV). 


Secure zone. 


36. The buildings constituting the secure zone are to be secure in themselves 
and supplemented by an adjacent area of ground with its own efficient 
perimeter security. It is intended that the specially secure buildings will 
provide for 20 children on the assumption that normally accommodation will 
be needed for up to 10 boys and 10 girls, but that the numbers of either may 
vary at times, so that a degree of flexibility in the accommodation provided will 
be necessary. The children will be accommodated in single rooms, some being 
so arranged that they may be assigned either to boys or to girls. Some of the 
children may need to spend a good deal of time in their rooms which will 
therefore be larger than would ordinarily be provided. All the rooms will be 
fitted with security doors and locks. 


37. For many purposes the secure zone will be self-contained and will include 
occupational therapy rooms, games and quiet rooms and a secure outdoor 
leisure and working space. 


Medium security zone 


38. This section of the buildings will also be secure but reliance will be 
placed mainly on staff care and perimeter security will not be provided. This 
zone will not need to be as self sufficient as the secure zone and will share 
various facilities with the “‘open’’ areas of the Centre. It is envisaged that the 
medium security zone should accommodate up to 20 children. Bedroom 
accommodation will consist mainly of generously sized single bedrooms but one 
or two in the boys’ wing will be large enough to allow the use of four beds. This 
arrangement is based on the view that girls at all stages of their treatment are 
likely to prefer and profit from the provision of single rooms but that for some 
boys there may be advantage in groups of four sharing a room. As in the secure 
zone, some of the bedrooms will be so arranged that they may be assigned 
either to the boys’ or the girls’ wing. 


“Open” zone 


39. The buildings in this zone will also provide for up to 20 children. The 
accommodation for them will be broadly similar to that provided in the medium 
security zone. Although open by day, it will be secure by night. During the day 
some of the children will be free to use facilities within the campus, except that 

entry to facilities shared with children in the security zone and medium security 
zone will be under staff control. 


Accommodation to be shared 
40. Accommodation to be used by children from all three zones will include: 
(a) Sports hall 
(6) Swimming pool 


(c) Shop (a facility likely to be most valued by children unable to go out 
from the Centre) 


(d) A forum (for use for drama, dancing and conferences). 
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41. Accommodation to be shared by children in the medium security and 
open zones will include teaching studios (for general studies, crafts, drama and 
music etc.), a library and hard standing for outdoor activities. 


Hostel. 

42. This will provide single bedrooms for about eight children, with provision 
for four of these to be used by boys or girls as necessary. 
Staff accommodation 


43. Only a proportion of the staff will live on the campus: most are expected 
to live out. There will be some accommodation for students and visitors. 
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Chapter V 
Staff 


44. Management by the staff collectively is perhaps the most important 
single factor in treatment. At all levels, therefore, staff will be chosen not only 
for their professional qualifications and experience but also for the personal 
qualities that they can bring to their work. The staff as a whole will consist of 
people with a variety of different backgrounds of training and experience, and 
their strength and success will depend on their becoming a cohesive team. This 
will depend upon good leadership and regular staff conferences and consultation. 
The development of a stable and lasting team structure should provide support 
and strength to staff in this specially demanding work, and help them to offer 
relationships to very damaged children and withstand manipulation. Team 
continuity and a sense of shared purpose will be vital in providing the human 
framework in which a child can begin to develop relationships with other 
people. 


45. The staff will be appointed and employed by the Secretary of State, some 
on secondment from their parent service or on contracts renewable after 
periods of three or five years. Although essentially constituting one team, the 
staff will fall naturally into two groups: 


(a) Centre staff with responsibilities throughout the Centre. 
(6) Team staff working directly with the children and young people. 


(a) Centre Staff 


46. Medical Director. Each Centre will be in charge of a medical director who 
will be a consultant psychiatrist. It is hoped that at each Centre the appointment 
will be linked with an appropriate University Department of Psychiatry, to 

extend knowledge, interest and research possibilities. 


47. Other medical staff. Each Centre will have two part-time consultant 
psychiatrists and the assistance of a general practitioner. | 


48. Programme Organiser. The programme organiser will be the deputy 
‘director and will relieve the medical director of some administrative respon- 
sibilities as well as being responsible to him both for the planning and co- 
ordination of the individual child treatment programmes. 


49. Occupational Organiser. The holder of this appointment will work with 
the programme organiser in arrangements for group activities, including 
educational and vocational and recreational activities. 


50. Psychologists. Two posts are proposed. The holders will provide ongoing 
assessment and psychological evaluation of the children and group processes 
and take part in treatment and group work. For one of them, especially in the 
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early years of the Centres, a key responsibility will be the organisation of in- 
service training, seminars and group discussions for staff. (Although the staff 
will have received training in their various disciplines, they will have had little 
experience of treating such severely disturbed children in a secure establishment, 
or of working in such close co-operation with members of other disciplines.) 
The other may have a special responsibility for research. 


51. Social Case Workers. These will form a link between the children and their 
homes and the local authority and the local social agencies concerned with the 
care of the children. They will also have direct contact with the children, and 
with the team staff dealing with them. 


52. The day to day administration and financial control of the Centre will 
be the responsibility of the Secretary: and there will be a post of Domestic 
Bursar with special responsibility for catering and home management. 


(6) Team staff 


53. To each child the most important person will be the group worker 
closest to him. These group workers, who will work on a shift basis, to cover 
the whole waking day of the children, will be drawn from several disciplines, 
including teachers, occupational therapists, residential child care officers, 
nurses and psychiatric nurses. They will be expected to share on a team basis the 
work of caring for the children without regard to the normal boundaries of their 
respective disciplines, and all members of the teams will carry basically the same 
responsibilities. It is hoped that the teams will develop an ethos of their own, a 
blend of the several disciplines represented. The work of the teams will have 
therefore no exact counterpart in the education, social work or nursing fields. 


Night staff arrangements. 


54. Normally there will not be professional staff on duty at night, although 
on a rota basis there will always be two sleeping on the premises and available 
on call. For ordinary night supervision reliance will be placed upon non- 
professional staff. 
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Chapter VI 
Admission to Youth Treatment Centres 


Children in care 


55. Youth Treatment Centres are primarily intended for children who are in 
the care of local authorities. These are children who, though not needing 
treatment in a psychiatric hospital, are so severely disturbed that they cannot 
satisfactorily be managed or benefit from the treatment available in children’s 
homes or approved schools (in due course to become community homes) or in 
any other existing form of residential provision. The maximum number of 
places planned at present is 200, and this means that admission will necessarily 
be limited to children who clearly need the specialised treatment the Centres 
will aim to provide. It will be normal to expect that a child in care should have 
been tried unsuccessfully in at least one other establishment before he can be 
considered for placement, as a last resort, ina Youth Treatment Centre. 


Children detained under sec. 53 of the Children and Young Persons Act 1933 


56. In addition, the Centres are also likely to provide the most appropriate 
treatment for some of the small number of children or young persons ordered to 
be detained under section 53 of the Children and Young Persons Act 1933 on 
conviction of homicide or other grave offence. 


Age range 

57. The normal minimum age for admission will be 12: the needs of younger 
disturbed children should usually be capable of being met within the ordinary 
range of residential child care provision and without secure provision. Although 
young people will normally be able, if necessary, to remain in a Youth Treat- 
ment Centre until the 19th birthday (which is the maximum possible limit for 
the duration of a care order), admission of a child over 16 will be exceptional 
since this would be inconsistent with the concept of long term treatment over a 
period of several years. 


Control of admission 

58. Admission will be regulated by the Department of Health and Social 
Security; and local authorities will be given advice about procedure and the 
range of information that should be supplied about any child for whom they 
wish to obtain a place at a Centre. 


Terms for admission to a Centre 
59. Section 13(3) of the Children Act 1948, as substituted by section 49 of 
the Children and Young Persons Act 1969, provides that: 

“The terms, as to payment and other matters, on which a child may be 
accommodated and maintained in any such home as is referred to in section 64 
of that Act (i.e. the 1969 Act) shall be such as the Secretary of State may from 
time to time determine’”’. 
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Local authorities will be advised in advance of the opening of the first Centre 
and later from time to time as may be necessary about the cost of places at the 
Centres. 


Responsibility of local authority 


60. A child who is in the care of a local authority and who is admitted to a 
Centre will remain in the care of that authority, in the same way as he would if 
placed by the authority in any other establishment. The power to remove a 
child at any time will remain within the discretion of the local authority in 
whose care he is, except in any case in which a direction is given under section 
27(3) of the Children and Young Persons Act 1969, (which empowers the 
Secretary of State, if he considers it necessary for the purpose of protecting 
members of the public, to give directions to a local authority about the exercise 
of their powers in relation to a particular child in their care). 
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Chapter VII 
Treatment reviews 


61. Children in the care of a local authority who are admitted to a Youth 
Treatment Centre will remain subject to the general review procedures relating 
to children in care and, in particular, it will be the duty of the local authority to 
review each case at intervals of not less than 6 months (section 11(4) of the 
Children and Young Persons Act, 1969). 


62. If in the case of a child subject to a care order admitted to a Centre, the 
circumstances prescribed in section 24(5) of the Children and Young Persons 
Act 1969 apply (i.e. in effect he does not go out to school or work and has little 
contact with his family), it will be the duty of the authority to appoint a visitor 
who will have in relation to that child the powers and duties conferred upon him 
by the Act. 


63. Like other children subject to care orders, a child in a Youth Treatment 
Centre who is the subject of such an order may apply to a court for the discharge 
of the order, or his parent may apply on his behalf (section 21(2) and 70(2) of 
the 1969 Act). If an application for the discharge of a care order is unsuccessful, 
a further application may not be made within 3 months except with the consent 
of the court. But there is a right of appeal to quarter sessions against dismissal 
of the application. 


64. Similarly, parents of children in care for whom a local authority has 
assumed parental rights by resolution under section 2 of the Children Act, 
1948, may apply to a court for the resolution to be determined. 


65. The Centres will wish to work in close co-operation with the local 
authority having the care of the child. It is hoped that the appropriate social 
worker of the local authority will attend case conferences at the Centres; but as 
distance and circumstances may sometimes make visits impractical, there will be 
regular reviews at the Centres to evaluate the progress of children. On the basis 
of these reviews, the Centres will send reports to the local authority concerned 
aS a minimum at least every three months. These reports will include recom- 
mendations regarding the need for further treatment and the prospects of the 
child becoming ready to leave the Centre. 


66. When a child has reached the stage at which arrangements for his return 
to the community can be discussed, there will be close consultation with the 
local authority and the family in order to give him as much help and support as 
possible. 


67. Similarly, there will be close consultation about a young person who is 
approaching the maximum age limit for treatment at a Centre but who appears 
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to be unlikely to be able to return to a normal life in the community, or about a 
child for whom another alternative has become appropriate. 


68. Although the aim of Youth Treatment Centres is to provide long-term 
treatment for difficult children for whom no other institution has been found 
suitable, some of these children may be found in due course to need instead 
treatment in a psychiatric hospital or unit on either a voluntary basis or on 
compulsory admission. If compulsory admission is required, the procedures of 
Part IV of the Mental Health Act 1959 will be available in the case of children 
in the care of a local authority. Both as regards voluntary and compulsory 
admission, there will be consultation with the local authority concerned and 
with the parents. 


69. Although the Centre will be able to provide for the kinds of medical 
attention normally provided at a residential establishment, removal to a non- 
psychiatric hospital may at times be needed for treatment for illness or injuries. 
In such circumstances the local authorities and parents will be consulted. 


70. Some children who have left the Centre may subsequently find them- 
selves, while still within the age limits for treatment, unequal to life in the 
community and may need and perhaps desire to return to the Centre for a time. 
It will be for the responsible local authority to consider whether in such cases an 
application should be made for readmission for a further period of treatment 
at the Centre, so as to enable the child to achieve a satisfactory degree of adjust- 
ment and stability. 
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Chapter VIII 
Research 


71. The children admitted to the Centres will constitute groups of some of the 
most severely disturbed and difficult children in the country. The importance of 
making generous provision for research from the outset is fully recognised. The 
intention is that research should include a continuing search for improved 
treatment skills founded upon the long term evaluation of treatment and pro- 
gress and a continuous review of staff training and practice. In this way it is 
hoped that the Centres increasingly will make valuable contributions towards 
knowledge of the management of severely disturbed adolescents in these and 
other residential settings. 


72. Research may be undertaken by University departments and by external 
bodies supported by Trusts as well as directly by the Department itself. In 
addition, the staff will be encouraged to take part in research. The Centres are 
likely to lend themselves to applied research and to descriptive action research. 
Follow-up studies of the children who pass through the Centres and of those 
considered for admission but not accepted will be important. 
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Chapter IX 
Summary of aims 


73. The aims which Youth Treatment Centres are designed to achieve have 
been fully described in Chapters I—III. They may be summarised as follows :— 


Primary aims 


(a) 


(5) 


(c) 


To provide long term care, in gradations of security, for seriously 
damaged young people who are in the care of local authorities or detained 
under section 53 of the Children and Young Persons Act 1933. 


To achieve for these young people some degree of adjustment to them- 
selves and their environment satisfactory to themselves and to society. 
This adjustment will inclube the possibility of rehabilitation within the 
family or the development of an alternative support group. 


To prevent further personality damage to these young people who have 
already suffered so many rejections. 


Secondary aims 


(d) 
(e) 


(f) 
(g) 
(h) 


(7) 


To increase understanding of the causes of severe disturbance. 


To make such knowledge widely available as a contribution towards 
increasing the development of preventive methods. 


To attempt to evaluate current treatment methods. 
To devise and evaluate new treatment methods. 


To offer staff training facilities for workers in these Centres and in other 
relevant situations. 


To undertake research of both a statistical and clinical nature. 


Department of Health and Social Security, 


April, 


1971; 
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Annex III 


Levels of Disturbance in Approved School Children 


This Annex contains an account of the studies referred to in paragraph 9 of this 
booklet. These studies were undertaken by Dr. Pamela Mason, Consultant 
Psychiatrist in the Home Office Children’s Department. 


1. The first study concerned 50 consecutive admissions to a boys’ classifying 
school and 50 consecutive admissions to a girls’ school. This study was made 
in the realisation that diagnostic categories for young people are difficult to 
formalise because of the complex interaction of forces which may result in 
disturbance and delinquency. It is always necessary to consider genetic, constitu- 
tional, familial, intellectual, physical, personality and emotional factors in the 
child and to study the child in his family, school, neighbourhood and society. 
Moreover, adolescence is a time of rapid change, development and maturation; 
thus, in considering diagnostic groups, one must be aware of the possibility of a 
changing diagnosis, of over-lap, of progression, of the need to allow time to 
~ elapse, of suspending diagnosis and finally of a reluctance in making a firm and 
serious diagnosis that may not be fixed in a developing and maturing adolescent. 


2. A further longitudinal study was undertaken by examining case papers of 
141 children admitted from approved schools to psychiatric hospitals during 
the period 1963-65. This enabled the groups as initially described to be refined 
by hindsight, giving a picture of the progress and outcome of disorders and a 
working definition of the presenting size of the problem and the extent of the 
need for new provision. 


3. The groups described in paragraph 6 below represent an attempt to define 
children in terms of treatment needs by looking at major presenting behaviour 
patterns, underlying causes, nature and level of personality organisation and 
psychiatric disturbance and the nature and extent of delinquency. 


4. It is known that children similar to all groups described are found outside 
the approved schools amongst children in care but that the most difficult 
children have tended to end up in the approved school in the past, where their 
presence in larger numbers has served to underline the problem of their special 
needs, and the need for a new kind of care. It is thought that if the most difficult 
children receive appropriate treatment elsewhere, children in the other groups 
can be helped in a variety of residential communities that would be free to 
develop their skills more fully with good staff selection, training and psychiatric 
participation in the development of communities that can be therapeutic. 


5. The severely disturbed children and young persons for whom a new form of 
provision is proposed fall into the first three of the groups that the system 
described. In fact, Groups 3 and 2 form a continuum of disorder covering the 
most disturbed, difficult and delinquent section of the approved school popula- 
tion. The groups tend to overlap and descriptions of the salient features of each 
group can do no more than high-light certain characteristics of its members. 
Some of those initially regarded as being in Group 3 may, with the passage of 
time and more detailed assessment, be found to fall into Group 2. These boys 
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and girls may not be recognised at first as belonging to that group, perhaps 
because the condition may not have developed, but subsequent persistence of the 
disorder and failure to respond to known methods of treatment may indicate 
transfer to Group 2. Hence, in these cases categorisation is in fact based on 
hindsight. No precise figures are available, but it is estimated that about 10% 
of those in Group 3 are likely to move into Group 2. 


6. The detailed characteristics of the groups studied, together with the 
percentages of them found in the samples, were as follows: 


Group |. Mental illness Boys, 0%. Girls, 1% 


This is rare in adolescence. It may present acutely with bizarre and ab- 
normal behaviour, or may be preceded by a phase of difficult behaviour 
before the florid symptoms of delusions and hallucinations of schizophrenia 
or of true depressive illness, emerge. There may be a family history of mental 
illness; often apparently normal personality precedes the illness. Psychiatric 
symptoms are major; delinquency is often minimal. Hospital care and special 
care over a long period is needed. 


Group 2. Psychopathic disorder Boys, 1%. Girls, 7% 


This is a persistent disorder of the mind that can result in severely aggressive 
and anti-social behaviour. Those in this group in the approved school popula- 
tion come from grossly disordered homes, damaged by separation, social 
inadequacy, mental disturbance, alcoholism, violence and criminality and 
lack of effective parental guidance and controls. It is frequently associated 
with grossly deprived or damaged personality, brain damage or epilepsy. 
Common symptoms are great instability, suicidal attempts, murderous 
aggression and undirected explosive violence on the background of long 
standing anti-social uncontrolled behaviour that has so far proved unmanage- 
able at home, in care, in special school and approved school. Delinquency 
may or may not be part of the picture. They may be dangerous and disruptive, 
unresponsive, lack guilt or concern and are rejected at each stage. They need 
specialised care. 


Group 3. Anti-social character disorder Boys, 5%. Girls, 18% 


The presenting symptoms are of difficult behaviour, marked anti-authority 
and anti-social behaviour and a high tendency towards repeated crime. They 
are disruptive, unruly and often persistent absconders. Girls in the group 
abscond repeatedly and tend to drift into and accept prostitution, drug 
taking and peddling and criminal fringe activity. Many of the families are 
highly criminal—others may not be. Character development may have 
suffered from deprivation or they may appear as well adjusted to a criminal 
culture. Psychiatric symptoms are minimal, with occasional episodes of 
instability. Delinquency is a major symptom and may be long standing and 
persistent. They make facile relationships, are highly disruptive in a group 
and damaging to regimes. They need security for lesser or greater periods 
so that they can be contained and treated with social care and psychiatric 
involvement to help staff. 


Group 4. Personality disorder Boys, 24%. Girls, 14% 


Those in this group present with attitudes, reactions and behaviour which 
are maladjusted or inappropriate in any given situation. They are attention 
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seeking, manipulative, dissatisfied, jealous, moody, and find it difficult to 
make relationships with people. They are from deprived and damaged 
homes, with a long history of general difficulties throughout childhood. 
They may have been in children’s homes, and special schools for the mal- 
adjusted. They are seen as suffering from behaviour disorders in childhood 
and have failed to become involved and benefit from child guidance clinic 
treatment. Overt psychiatric symptoms fluctuate, with anxiety, depression, 
aggression, suicidal threats but the main problem is in their inability to make 
and maintain inter-personal relationships. They tend to alienate staff and 
peer groups and can be both continually demanding and destructive in 
relationships. Delinquency may or may not be marked. They are in the main 
unable to use individual psychiatric treatment but need group management 
with psychiatric involvement with staff. They can be seen at times to have 
marked psychopathic anti-social and neurotic features and may appear to 
belong to these groups from time to time. 


Group 5. Neurotic illness Boys, 10%. Girls, 16% 


Those in the group show truly neurotic symptoms of anxiety, depression, 
excessive fears and marked internal conflict and neurotic mechanisms. This 
can and often does amount to neurotic illness which would be considered 
treatable by psychiatrists either as an out-patient or in hospital. Personality 
is relatively well developed with internal standards. They feel remorseful, 
inadequate, guilty and either react with over anxiety, distress or with defence 
mechanisms of reaction formation, projection, displacement or by significant 
acting out. Delinquency may be a marked symptom but it is not primarily 
for gain but representing inner conflicts. Homes are usually described as 
emotionally disturbed. They are seen by staff as anxious, disturbed, depressed 
and may cause anxiety by suicidal feelings. Their neurotic condition prevents 
participation in day to day living. They need individual psychiatric treatment 
before benefiting from special care. 


Group 6. Emotional disturbance Boys, 12%. Girls, 4% 


This describes rather loosely those boys who show some degree of conflict 
and anxiety over their home, parents, schooling, work and their future, 
which interferes with full participation in reality. They may have vague 
. symptoms of anxiety, headaches, vague illness, nervous mannerisms. It can 
be seen merging into neurotic illness but is less severe, rather more of a stress 
reaction. Psychiatric support is needed. 


Group 7. Inadequate personality Boys, 28%. Girls, 24% 


_ This group includes the immature inadequate boy or girl who melts into 

the background. He is seen by many as normal. Members of the group 
present no overt problems and are anxious only to conform to an external 
situation, taking no responsibility for themselves or past difficulties. Things 
tend to just happen to them. Wishes to be left alone and in fact goes through a 
school conforming, unchanged and then gravitates back to an easy group 
and falls into delinquency once the external support of the school goes. 
Included in the group are the drifting, dull and subnormals. (The aggressive 
damaged subnormals appear in groups 2 and 3). 


Group 8. Reactive disorder Boys, 20%. Girls, 16% 
In this group are placed the so called normal children, with adequate 
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personality standards, desire for loyalty and identification. Delinquency has 
been an adjustment reaction of adolescence to failure of home, school, 
environment to provide good relationships and possibility of socially accept- 
able identification. The boys are outgoing active, delinquent, but not markedly 
anti-authority or aggressive. Delinquency has provided positive gain and 
satisfaction, but can be given up in favour of other gains and satisfactions 
from a new environment. 


7. These studies should be considered not so much as statistical studies but 
rather as a clinical description of a sample of the approved school population 
and in particular of the groups whose needs cannot be met in existing approved 
schools; and has been recognised as a useful start in this difficult and complex 
field. 


28 


Annex IV 


The First Youth Treatment Centre 


The first of the new Centres will be at St Charles, Brentwood, Essex. The 
site and buildings were originally planned as an approved school for Roman 
Catholic junior boys, but, before the building work had reached too advanced 
a stage, it was decided, with the generous co-operation of the school managers, 
to adjust the plans to provide instead a Youth Treatment Centre. Some com- 
promises have had to be accepted but in this way a Centre is being made avail- 
able very much sooner than would have been possible if it had been necessary 
to find a site and to plan the buildings from the start. 


2. St. Charles will have accommodation for 48 children, normally for about 
equal number of boys and girls, but, as is intended will be the case in the other 
Centres, some of the accommodation can be used for either boys or girls 
according to the need for places. 


3. It is expected that St. Charles will be able to begin admitting children 
in the early part of the summer of 1971. Local authorities will be informed 
when a definite date can be given. 


4. By arrangement with the London Hospital Medical College, the Medical 
Director of St. Charles will also hold the post of part-time Honorary Senior 
Lecturer in the Department of Psychiatry of the College under Professor D. 
Pond. 
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